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Objectives:

ǒBrief history and description of National Committee for Quality 
Assurance (NCQA) Patient-Centered Medical Home (PCMH) 
Recognition Program

ǒVermontôs use of NCQAôsPCMH Standards

ǒOverview of NCQA PCMH 2014 Standards

ǒHighlight NCQAôs emphasis on team-based care

ǒAnswer questions you have about integrating PCMH 
principles into your work and about how to demonstrate the 
patient-centered care delivered by your team to NCQA



NCQA PCMH Recognition Program

ǒBased on medical home concept first developed 
by the pediatric community to improve care for 
children with special health care needs & 
expanded into the 2007 ñJoint Principles of the 
PCMHò through collaboration between primary 
care physician societies

ǒDeveloped by NCQA in conjunction with an 
advisory committee (people from practices, 
medical associations, physician groups, health 
plans and consumer and employer groups) to:
ÁHelp improve primary care

ÁProvide a set of standards to measure practices against
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PCMH Timeline

4 6 6 6
9

16

39

73

85

98

111

120
126

6 6 6
11

20

61

1 3

0

20

40

60

80

100

120

140

N
u

m
b

e
r 

o
f 

P
C

M
H

s

Date Scored by VCHIP

First NCQA Survey First NCQA Rescore Second NCQA Rescore

Transition to PCMH 2014 begins Ą

*Excludes closed practices

Transition to PCMH 
2011 begins



PCMHs in Vermont

ǒ126 PCMHs (independent 

practices, FQHCs & hospital-

owned sites)

ǒApproximately 65% are family 

practices

ǒIncludes 4 Naturopathic 

practices

ǒAlmost 90% have electronic 

medical records



PCMH Process in Vermont

Practice/Organization works with facilitator to 
assess current status and identify goals.

Practice works with facilitator to make 
desired/required improvements. Changes must 
be in place for 3 months and QI work must be 

within 12 months.

VCHIP NCQA team reviews practice processes, 
systems, and medical records, synthesizes materials 

produced by practice, develops estimated score, 
ŀƴŘ ŎƻƳǇƭŜǘŜǎ ǎǳǊǾŜȅ ŦƻǊ b/v!Ωǎ ǊŜǾƛŜǿΦ

NCQA reviews and scores practice survey.  
PCMH recognition is for 3-years.



NCQAôs Goals for PCMH 2014

ǒMore emphasis on:

ÁTeam-based care

ÁIntegration of behavioral health 

ǒFocused attention on:

ÁHigh-need populations

ǒAnd making improvements that are:

ÁSustainable

ÁAligned with the ñTriple Aimò



Important Updates to the Standards

ǒStandards align with Meaningful Use Stage 2 
requirements

ǒBehavioral health has become a medical home 
responsibility

ǒRequirement that existing PCMHs demonstrate ongoing 
panel management, data collection, and continuous 
quality improvement

ǒAdded expectation that practices are improving access to 
care and care coordination



Important Updates to the Standards

ǒAdded expectation that caregivers, in addition to patient 

and family, are included in information-sharing

ǒExpanded use of evidence-based decision support tool

ǒShift from focus on patients with specific conditions to 

focus on patients practice has identified as needing care 

management

ǒAddition of shared decision-making concept



NCQA PCMH 2014

ǒPer-Person, Per-

Month (PPPM) 

Payments are based 

on score

ǒCurrently, payments 

range from $1.36 

PPPM for a score of 

35 to $2.39 PPPM for 

a score of 100



The Care Team

ǒMedical Home Responsibilities include (PCMH 2B):
ÁCoordinating patient care across settings 

ÁGetting medical history and explanation of care received elsewhere from 
patients

ÁMaking sure patients know how to access care during and after hours 

ÁProviding access to evidence-based care, education, and self-
management support 

ÁInforming patients about the scope of services available (including 
behavioral health)

ÁProviding equal access to all patients, regardless of payment source

ÁGiving insurance information to uninsured patients

ÁGiving patients instructions needed to get records transferred to the 
practice


